In the past decade Campylobacter has emerged from obscurity to become an important human pathogen. Provided that proper techniques are applied Campylobacter fetus subspecies jejuni can be isolated from the stools of patients with diarrhoea as often as Salmonella.1 2 In the laboratory for microbiology of the SSDZ, Delft, Campylobacter jejuni was isolated as the causative organism in 41% of 732 consecutive positive stool cultures of patients with diarrhoea. Campylobacter may cause a spectrum of intestinal disease ranging from acute gastroenteritis to toxic megacolon, lymphadenitis mesenterialis, and even appendicitis and cholecystitis.35 Usually infection with this organism results in acute gastroenteritis with fever and frequent loss of often bloody stools. The disease resolves spontaneously within one week but in 20% it runs a more prolonged course or relapses resembling chronic inflammatory bowel disease.1 Endoscopically it may be indistinguishable from ulcerative colitis. Histological examination of rectal biopsies has ranged from normal to inflammatory changes suggestive of acute infectious colitis or ulcerative colitis or Crohn's disease.61' In the present study we have investigated the colonic biopsies of 22 patients with diarrhoea and stool cultures positive for Campylobacter jejuni. The aim of our study was to determine the histological features and the number of immunoglobulin containing cells in colonic biopsies of patients with Campylobacter colitis and to identify Campylobacter inclusions immunohistochemically.
Methods

PATIENTS
One hundred and twelve colonic biopsies from 22 patients with positive stool cultures for Campylobacter jejuni were examined. One patient had been suffering from chronic ulcerative colitis for many years whereas one patient had previously suffered from non-specific proctitis. The others had no coexisting gastrointestinal disease. Diarrhoea with crampy abdominal pain was the presenting com-plaint in 15 patients, 13 of them had noticed blood in their stools, and fever was an accompanying symptom 
Results
The results are summarised in the Table. HISTOLOGICAL FINDINGS In 19 patients the colonic biopsies showed a histological picture consistent with acute infectious colitis. In the patient with longstanding ulcerative colitis with superimposed Campylobacter enterocolitis the histological features of ulcerative colitis dominated with marked distortion of crypt architecture. In two patients histological examination revealed no abnormalities. Based on our findings in patients in whom follow up (Fig.  4) , in the surface epithelium especially goblet cells and focally in the lamina propria. Occasionally positive staining was also found in crypt epithelium and in histiocytes in the lamina propria. Positive immunohistochemical results did not correlate quantitatively or qualitatively with the degree of inflammation and were also obtained in one patient that showed no histological abnormalities. In order to confirm the immunohistochemical findings with Campylobacter antiserum serial sec- tions of the biopsies of four patients giving positive results were examined ultrastructurally. These sections were compared with the ultrastructural picture of a Campylobacter jejuni culture (Fig. 5) . In all these biopsies characteristic features of Campylobacter could be demonstrated in either the glycocalyx (Fig. 6 ) overlying the surface epithelium or in the cytoplasma of the surface epithelium (Fig. 7) including Goblet cells.
Discussion
In this study we have shown that Campylobacter infection produces the histological picture of acute infectious colitis and that the number of immunoglobulin containing cells in the colonic biopsies of these patients differs from those of patients with chronic inflammatory bowel disease with regard to the number of IgG containing cells. In addition we have been able to show Campylobacter immunohistochemically in colonic biopsies in 19 out of 22 patients with positive stool cultures for Campylobacter jejuni.
Campylobacter colitis should be distinguished from other bacillary dysenteries and from active chronic inflammatory bowel disease because it may mimic these diseases both clinically and endoscopically. Stool cultures and colonoscopy with biopsy are important tools in the differential diagnosis. Histo- 
